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Forms Related to Continuity of Care
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OMHM 234 (12/94)

COMMONWEALTH OF VIRGINIA
DEPARTMENT OF MENTAL HEALTH, MENTAL RETARDATION AND SUBSTANCE ABUSE SERVICES

WARRANT
Sections 37.1-76, 37.1-126, 16.1-248 Code of Virginia

Facility
Virgirig 19

COMMONWEALTH OF VIRGINIA
County/City of to wit:

To Sheritf Police Department of

City or County of
WHEREAS, Reg. No.

Name of Patient/Resident SSN
formerty confined in the
Mame of Facility Address

Virginia, did escape from s'acd facility on 19 __ or was released on temporary pass or
convalescent leave and said pass or convalescent leave was revoked by the Director on 19

These are, therefore, in the name of the Commonwealth of Virginia, t0 command you forthwith to apprehend the

body of the said and deliver him/her into the custody of
Name of Patient/Resident
at Signed:
Physician
Signed:

Director or Designee
PATIENT/RESIDENT DESCRIPTION:

Race Sex Age/O08 Height Weigiht Hair Eyes

Special physical features/dentifying Marks:

Date, Time, Place Last Seen:

Patient Last Seen Wearing:

Special Behsviors/Risk Factors (check if known):

Suicidal Homicidal __ Vuinerable __ Dangerous Medical Complications:

Assistive Devices, i.e., eye glasses, hearing aid, cane, etc.

Last Known Address: Present Location:
Tel #
State Police Notified: Does Patient Speak English?
Warrant No: Yes _ No
Warramt Called In At Yo: Picked Up At By:
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PREADMISSION SCREENING FORM

The Preadmission Screening Form is to be completed by qualified professionals designated by the Community Services 8oard for
individuals who have been found to meet criteria for voluntary or inveluntary admission to 3 state psychiatric hospital. Please
refer to the Guidelines for Mental Health and Substance Abuse Preadmission Screening and Discharge Planning. Also attach tne
Geristric Prescreening Supplement or the Child and Youth Prescreening Supplement when indicated.

1. Personal Data
Name Age 008
Address
Street City or County lip
Sex Marital Status

Social Security No.

Occupation/Employer Monthly [ncome

—t———

SSI or SSOI 8 Payee

Hospitalization Insurance Co.

Veteran Yes No
Medicaid Benefits Yes No Unknown
Medicare Benefits Yes No unknown

In Case of Emergency, Notify

Name
Street City or County State lip
Phone ¢ __ ) Relationship to Client
Case Management CSB PRAIS CASEMGT Cs8 code J (0 00 O
Case Management CS8 Contact
1. Clinical Assessment: [dentify behaviors or symptoms indicating mentsl illness and elaborate in the space provided
— Parancis — grandiose —_ bizarre behavior . sleep disturbance ___ suicidal ideation
— delusions ___ poor self care . . loose associations | withdrawn . . flight of ideas
— disoriented | _ hallucinations . . impaired judgement _  depressed . . pressured speech
. agitated . . impaired impulse control . _ appetite disturbance ., auxiety . . homicidal ideation

Precipitating events and/or stressors

Drugs or controlled substances which are abused by the client and pattern of abuse
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Dociamntation of Need for Yoluntary lloupiuliutia): Check appropriate criteria for voluntary or ‘~volurtary
nospitalization and describe specific behaviors which document this conclusion in the space provi :ed.

A 8y reason of mentasl .iumss or substance abuse, the client is dangerous to self or :thers
- 8 B8y reason of mental iliness or substance abuse, the client is unable to care for self (i.e., unable or
refuses to accept mgorvemions which would meet minimum needs for food, clothing, shelter) .
c By resson of mental iliness, the client is suffering or is Likely to suffer substantial deteriorat:an
. in ability to function if not treated immediately
0 The Community Services Board is unable to provide treatment, continuous supervision, monitaring, or
protection in a community-based treat modality
RECOMMENDAT [ONS
The client is in need of hospitalization and is either unwilling to accept voluntary inpatient treatment
or is incapable of making an informed decision regarding such treatment
8 The client is in need of hospitalization and is willing to accept voluntary inpatient treatment and is
capable of making an informed decision regarding such treatment
c The client does not meet criteria for hospitalization and/or commitment and will be encouraged to
participate in community-based services. Services to be offered would include:
1v. Legal Data
Are there criminal charges pending against individual? ___ Yes __ No ___ Unknown
Nature of charges.
Date of hearing if known. Location
Is individual serving a sentence? ___ Yes No Unknown
Subject to a court order? ___ Yes ___ No
Name of committee or guardian if known
Name
Address Phone
v. Current or Previous Treatment Nistory

Identify current service providers (i.e. CSB, CS8 contractual agency, private provider, etc.) and services and/or
treatment being provided:

Service Provider Services/Treatment Provided

Diagnosis (DSM [11) if known or provisional diagnosis

Axis |

Axis 11

Medical problems

(1

Current prescribed medications (include dosage, scheduie, etc.)
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Known allergies or adverse side-effects to medications

Has client complied with recommended treatment plans? Yes No

1f no, describe nature of non-compliance

Previous inpatient treatment (facilities, length of hospitalization)

Treatment and Discharge Planning

Individuals who can assist in treatment and discharge planning (i.e. family, case manager, therapist, family physician,
etc.)

Name Phone # Relationship to Client

3.

[npatient treatment recommendations and goals

Anticipated Length of hospitalization

Current living situation

Recommended living situation on discharge

Services to be considered in planning for discharge

medication management adult or child protective services
psychosocial/day treatment medical/dentat/nutritional services
case management legal assistance/advocacy
psychotherapy (individual, family, group) transportation

substance abuse services
mental retardation services
housing/residential services
financial support/entitlements

vocational/educational training
employment services
recreational/social opportunities
nursing home care

—
——
——
———

I

Other:

Identify persons who provided information for this assessment and their relationship to the client

Client's primary therapist or case manager:

Signature of Prescreener Prescreening Agency or Board
rFiine name nere Date
Signature of Physician (if a physician is available and the client Facility or Agency/Board

is under 21 and Medicaid eligible)

Print Name Here Date
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- . e and
Community Services Board(s) State Facility(s)

to exchange information to be used in treatment and discharge planning to meet My needs as identified during the course
of my hospitalization and follow-up referral. This information will include, but not be limited to, my particigatian
in aftercare programs, my work experience, my family relationships, my treatment history, and an assessment of my cvera:|
general health. The release of such information may be verbal, written, or copies of portions of my records.

Signature of Client or his/her Guardian Date

Signature Or Witness varte
Check the following if applicable

The client or authorized representative refuses to give consent for the exchange of information described above
The client is unable to give informed consent for the exchange of information described above.

The judge will be requested to order the exchange of information described above.

1]

The client or authorized representative has been informed that information can be exchanged under cour: order
-or Section 37.1-98.2
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OMM Form 1006-8 11/87
Apporoved by the Anomey Genera!

COMMONWEALTH OF VIRGINIA

DEPARTMENT OF MENTAL HEALTH, MENTAL RETARDATION
AND SUBSTANCE ABUSE SERVICES

APPLICATION FOR VOLUNTARY ADMISSION
TO A STATE HOSPITAL OR OTHER FACILITY IN VIRGINIA

PURSUANT TO SECTION 37.1-67.2, CODE OF VIRGINIA (1950), as AMENDED

TO: The Director

(insert name of Hospal or other Facility)

At

l, hereby apply for admission as a
(Name of applicany

voluntary patient for care and treatment as

(indicats whichever is applicable. Mentaily i, Mentaly Retarded. Aicoholic or Drug Addicy
and | agree to hospitalization and treatment in the aforementioned facility for 72 hours, uniess sooner discharged by the
director. Furthermore, | agree to give the facility 48 hours notice of my desire to leave and to remain in the facility during this
notice period uniess sooner discharged by the director.

Signed
Pstient
Co-Signed
Parent or Guardian, if patient is a minor
The applicant appeared before me this day of 19

and, as required by law, has agreed to accept voluntary admission and treatment at the aforementioned facility under the
above terms and conditions.

Judge or Special Justice

(Type or Print) Name

Title

Address

PATIENT'S ADK;IISSION INFORMATION
DATE ADDRESS
Street, Routs Ne.
City or County Post Otfice State Zip Code

Race _ Birth Date Sex

1, the Director or authorized admitting physician, certify that the provisions regarding the rights of a voluntary patient have been
explained and the above named applicant is accepted as a voluntary patient

Signed

Director or Agmiting Physician

Date Admitted 19 Hour am./p.m.

Register Number
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Aporoved Dy he Attorney Ceneral OMM 1008 (Rev /87
Commonweeith of Virginia

DEPARTMENT OF MENTAL HEALTH, MENTAL RETARDATION AND
SUBSTANCE ABUSE SERVICES

PROCEEDINGS FOR CERTIFICATION FOR INVOLUNTARY
ADMISSION TO A PUBUIC or PRIVATE LICENSED
MENTAL HEALTH FACIUTY

PURSUANT TO §§ 37.1 - 67.1 through 37.1 - 67.3. Code of Virginia (1950). as amended.

City
County of
To wit:
PETITION

General Distnct Count City
To the Judge or Special Justice of the Juveniie and Domestic Relatons Distnct Court of the County
ot
In the matier of

Gren Name Mhgola Namets) Sumame
Soc. Secunty No. BithOaw __________ Sex Permanent Address ) T

City o Pout Ofce Saw ) 2o Code

Legat Resident” of County City
il alleged 10 be [ ° Mertaiy & Ascohmc. Drug Aot
who 18 now in the care of

Name Aodress Asiasonsrg

The undersigned pettoner alleges that the aDOve person is mentaily il and in need of hospitalization. In support of the allegaton. the
pettoner, submits the following facts:

O Prescreening evaiuaton nas been made and the report recHMMending hosptakzaton is attached.

Wherelore, your pettioner prays that the sad be examined and accorded such
assistance prowvded by law.

Date 19 SIGNED

Relatios. 10 person Adaress

Phone number If public officer. give ttle

The foregong petitioner, being duly Sworm, deposes and says that the statements set forth abOve are YUs and Comect o the best of hus

Subscribed and sworm 10 before me on this day of 19
0008, SONCH JuacE, Of NoRry Pubhe
Print Name Phone Number
Commssion expires on 19 Tite

*$ 37.1-1 (12) "Legai Resident™ of Virginia Means any person who is 8 bona e resident of the Commonwealth of Virgina.

PRINT or TYPE ALL INFORMATION EXCEPT WHERE SIGNATURES ARE REQUIRED.

PREPARE AND SEND TO THE STATE HOSPITAL OR OTHER FACILITY TO WHICH PATIENT IS ADMITTED.
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Place of Birth

Martal st Single Mermel e Widowed o ________ Divorosd
Seperatnd . Unknown

Race

Religion: Prowetant Catholic Jowish Other

Occupaton

Nearest Reiative or Correspondent — yvr— Ricphore fa.

PHYSICIAN'S EXAMINATION
Mental information:

State briefly mental symptoms of petient

Whaen first observed How rapid developmant
Has patient attempind suicide Yoo No i yoo—expigin
Has patent stompiad homicide  Yes No if yeo—axplain

if mentaily retarded, state inteiiectual level, if aveilable

Has pstient had previous peychiatric care?  Yes No Uninown
i yos — name hospital, clinic or private peychisirist

Neme

Nare

i

Name

Alcoholic habits (state briefly, i known)

Drug habits (stete briefl, ¥ known)
Physicel informasion:

State briefly any present or recent physicel disssss, iiness or injury

is patient on medication? Yes NO e N yoo—what
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A COMMONWEALTH OF VIRGINIA
oty o

| e undersigned physician, 90 certfy that | have this day personally examined the DErsOn NaMed in 1he IOEYOING PETION and s e result of such
Sxamingion have suficient cause ‘o believe et he (18/is NOO Mentaity i1, that Ne (JOES/ JOSS NOT Dresent 8N IMMINeNt anger 1O Mimeell/ others).
¢ (18/18 NOY subetanielly unabie 10 care 1or himee, 08 8 resUR of mental Hiness: and et Ne (J0ES/ d0Se NOY rEQUINET iNvaiuntary NosOIBiZENON.
Further, | am not reited Dy DIOOG or Marmage 10 1he individusl on whom he petiton 13 lled and Neve NO iMerest in Mg sstats.

Given under my hand this
19 -

day of

Address Ooctor of Medicine (type/pnnY

Signature
NOTR:
Tmmammwumum-mummmsn1-6730!“(‘.0«0'%&
(1960}, as amended, MMMNMMNM(SMMMMWWWVM
here is NO ODIECEON 10 the SCCENANCe of aMe Dy 1he PErson or his ANOMeY.
The positive certiication of & 08t ONe PHYSICIEN i§ NECEEENrY 1O COMMIt 1He PErson named in The PENtoN.

B. | certily thet upon e 80pesrance beiore me of the person named in the peition, on his dey of

1.__.|mmoumummnmmummwwamunw.aummmm.na

impertial hearing in the event 1hat he should relues ©© Meke application for vOIUNEry SOMIssIoN. hig right 10 representation by counsel, The bass for

his demsrsion, the standird upon which he May be JStained, Nia right 10.80088) SUCH hesring 10 the CIrcur Court and his gt 10 8 jury on appeel. |
hen asceriained ¥ he was representad by counsel. )

O A voluntery admission requestsd (compleés DMH Form 1008-8)
ChookOng) O A hesring requesed
C A hearing required due 1 iNCEPECHY 10 CONBENt 10 vOIMEry SOMISEION 8N TIIMent

O Aspreseniad by counss! of own choceing
CheokOngd O Counest appoined

Judge or Special Justice
Tiie

C. 1 certiy that |, an stiomey-at-iaw. 58rved 88 COUNee! 10r 1he PErSON NAMed in 1he 1OregOING PENSON, NEL | NIBrVIewsd SUCh DEron and B Weeses.
lmnmwmnmmwuummum-mmammmmmmnmnq
petion at all procesdings conductad by e jUOGE OF IDECIEI jUSICE DUSUBNT 10 the TONEKOING PEtItON.

Counse

Subecribed and swom 10 delore me this cay of .19

Judge or Specisi Justce
T.de

D. (Exacuts anly # hearing requested.)
I hereby certlly that he person named in the 10regoIng or he SMEY-8t-lew rEHreseNting SUCH DErSON reGUENNSd & NERNNg on the queston of hig

admission. Such hearing was heid on this day of 19 and the
following wiNeasss were summoned:
Neme Acdress Reigsorene
Neme Address Reiesoneno
Neme 5 Adaress o )
Nems -~ Acdress Reigtoneny
Juadge or Speciel Justics
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CERTIFICATION AND ORDER FOR INVOLUNTARY ADMISSION
TO A PUBLIC OR LICENSED PRIVATE FACILITY

COMMONWEALTH OF VIRGIMA

Chy
County of

To the sherif! or other authonzed officer of said county or City and 10 the director of

Facany ' ’ Adcress
Grestngs:
WHEREAS, : Judge or Special Justics of

court of the said county or City have observed the person named in the foregoing petition, aileged 10 be in need of Care and trestment in
2 hospital, and have reviewed the medical certificstions and statement of facts upon which such certiications are based and have this
day found that the person named in the foregoing petiton:

O 1. Presents an imminent danger 10 himself as a result of mental finess.
O 2 Presents an imminent danger 10 otherss as & result of mental ilness.
O 3 Has otherwiss been proved 10 be 30 seriously mentally il as 10 be substantally unabie ©© care for himeell

Furthermore: (Check one and compiets)

0 A The aemaenves 10 ivoluntary NOVEKZSNON and TestMent were investigated and were deemed sultabie. | have found hat there @ a less
1OSINCEIVE SRNMEAVE 10 NVOILNMEry NOSDUBKZAION aNd YestMment in This case. |, herefore, direct that he Persan Named in he foregoing petiion
receive reasment in accord with the lollowing order:

C 8 The slametives 10 incluntary hospitalization and FesEMent were Nvestgated and were deemed unsuitabile. | heve found that there s NO lees
reSINCIvVE ABMAVE 10 Nvoluntary hospuraiization and Testment n this Case.

1, herefore, cCommand you. he said shenft, other authorized oficer or reeponsdie person, 10 mahe provision for the sultable and proper care of he
person nemed in e 10regoinNg petiton and 10 deliver such person 10 the director of

i not t
for involuntary hospitalization and Yeatment not 1o

excesd 180 days rom Yus date. Furthermore, # aeesion 8 denied pursuant to §§37.1-88 or 37.1-70, you are hersby authorized 1 retum he Person
named M e 1OregoINg PEIISON 10 TuS JNeCICEON.

Given under my hand and and seal e day of 19

JuGge or Speciet Justics

Neme
Te
Address

Tyoe
or
Prict
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FPIM 10 4.1992 16136e 2, 2

T wwe g w

Part1 of 3

DISCHARGE PLAN AND REFERRAL SUMMARY
(To be Completed st Time of Discharge)

Patlent’s Full Neme Hospital No.
SSN Insurance/VA Benefits
Date of Admission Admitting CSB
Date of Discharge . Discharge CSB
Name and Address of Correspondent
Phone
[ N N 3 N ]
Patient’s Discharge Addrass
Phone
1ype ot Placement/Facility
Residential Placement Code (Refer to ARS Residential Placement Codes)
[ X N I N 2
Referral to CSB Mental Health Services? Yes No  If No, Why?
CMHC and Address
BhAana

Date and Time of Appointment

Appointment With (Name of CMHC Personnaet)

Appointment Confirmed by (Name of Hospital Personnel) Date

Other Scheduled Referrals (Include Agency, Date, Time, Name of Personnel)

Other Recommendations/Information

Signed Authorizstion(s) to Release Information: ____ Yes No
[ 2K 3N 3 B I

Axis |

Axis |

Axis il

Axis IV

Axls V

. Recovered . . Not Recovered, Improved
Unimproved . N(ot Mentally iil

Medication at Discharge (Types and Regimen)
Supply Given: Days Pharmacy Card Mailed (Date)

Special Instruction/Other Recommendations/Information

Date

M.D. Signat
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FRIM

CSB Core Services

10.14.1992 16134 P

Part20f 3

(P 1
COMMUNITY SERVICE AND SUPPORT NEEDS toe 1)

(To 8e Completed at Time of Discharge)

Patient's Full Name Hospital No.
Date of Discherge Discharge CSB
Name and Address of CSB Case Manager

Phone

In the designated spaces in the columns below, please indicate those community services and supports
which are (8) needed by the patient upon discharge, and (b) available to the patient in the community,
if needed. Also indicate (c) whether the patient at discharge is willing to use the services nesded and
(d) whether the patient, if willing, aiso has the means and/or capability to access and utilize the services
nesded. Lastly, indicate (e) if a referral or appiication has been initiated for the service needed.

Please enter “1” if yes and “2" if no, In the corresponding spaces as appropriste.

Services Patient Needs at Discharge
(a) {b) (o) (d) (o)
Wiiling Capable Referral
Availsble To Use Of Using Initiated

Emergenoy/Crisis Intervention
Inpatient Mental Health Care
Outpatient Services
Counseling/Psychotherapy
Case Management
Medication
Day Support Services
Day Treatment/Partisl Hosp.
Psychosocial Rehabllitation
Other:
Residental Services
Type: —
Other C8B Services
Mental Retardation Services
Substence Abuse Services

Non-CSB Services

Financial/Soc. Services Entitiements

SS1/88D|

Auxiliary Grant

Food Stamps

Medicald/Medicare

Other:
Medical
Dental
Other Residentisl

IR
|

[T

11
[T

i

|
|
|

[HT
[HTHIT

111
[

Type:
Vocational/Education

Type: -
Nutritional

Type:
Transportation
Legal/Advocacy

11
]
[
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Part20of 3
(Page 2)

COMMUNITY SERVICE AND SUPPORT NEEDS (Continued)

Patient’s Full Name Hospital No.

Dlscharge Plan: |n the space below, describe the community service and support plans which have been
initiated and/or completed to meet the patient’s identified needs as shown on Part 2, Page 1. Indicate
responsible providers, dates, etc., for all planned services and supports, and status of plans in process.

Describe plans/strategies whers appropriate to facilitate service delivery to patients where patient is
unwilling or unable to access services.

Date

Signature/Authorization for Facility

Date

Signature/Authorization for CSB

I, the undersigned, have reviswed and understand the arrangements and recommendations described
In Parts 1 and 2 of this documaent. | also understand that this document will be transmitted to the CSB
serving the locality to which | am being discharged.

Date

Signature/Authorization of Patient
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